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A recertification survaey was conducted from , : o ;
_ August 11, 2011 through August 12, 2011, i » - Healh e | Lceneing 3 :
utilizing the fundamentai survey process. A Intor+=.: : ¢ Care Faoliies Div:. .

i -

random sample of two clients was selacted from | 8:9 North Capliol 8t, N.E.
|
|

o DEFICIENCY)
_w‘ono INITIAL COMMENTS . Wooo: @CQLU@IQ» ﬂ 7/[ (.
_ . Do o
Atk

a population of cne female and three males with Washington, D.C. 20002
various levels of intellectual and developmental -
disabllities. T

The findings of the survey were based on ' ;
observations at the group homa and.one i
program, interviews clients and staff and the j
review of clinical and administrative records, i
including incident reports. : !

wise g:al_?éﬁ'?gj N4) STAFF TREATMENT OF w158 In the future, the facillty will report the resuits of
5 all Investigations to the administrator or '
The results of all investigations must be reported ! designated reprasentative within the required  |.

to the administrator or designated represerll’taﬂve , five working days of the Incidents. o811 ]

or 1o other officials In accordance with State faw
within five working days of the incident. j
' ! §
: : ; l
| .
This STANDARD is not met as evidenced by; !
Based on interview and record raview, the. facllity :
failed to report the results of investigations to the :
administrator or designated representative within !
five working days of the incidents, for two of the :
four clients residing in the facility. (Clients #1 and . !

#3)
The ﬁridings include:

Review of the facility's incident and investigative | 1
reports on August 11, 2011, beginning at 9:16 :

a.m., reveated the folfowing incldents and
investigative reports:

daficiency stalemant ending R

safeguards provide sufficisnt prolsction to the patisnts. (See instructions.) Excapt for nursing homes, the findings statad above are discicsable 90 days
foliowing the dale of survey whether or not a plan of corection bs provided. For nursing homes, the sbove findings and plans of correction are disclosable 14
days rulwglgdme]data these documents are made avallable to the facility. If deficiencies are ¢ited, an approved plan of cormection Is requisite to continued
program participation,
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L m—rrlr e -

W 186 Continued From page 1 W 150

1. On August 3, 2011, at 6:00 a.m,, staff
discoverad a brulse on Client #3's upper right
arm. The staff nolified the qualified intellectuat
disabilities professional {QIDP) at 7:00 am. The
cllent was questioned and he Indicated that"it .
occurred” at his day program. No further : ¢
information was obtalned from the client. The : =
cllent was assessed by the licensed practical

nurse.

m:w A:;m ;o ;:-f f °£f,?,;§"§,“£“§g“ report ‘{The QIDP will submit all investigative reports
Investigation was completed. Further review of |[for sericus reportable incidents ta the

the invastigative report reveaied no avidence that : i|Administrator for review and signature within |
the administrator had signed the results of the |21 days. :
investigative report. ro e

An Interview was conducted with the Incident
Management Coordinator {IMC) on August 11,
2011, at 11:20 a.m., to ascertain information i

regarding tha facllity's incident managerment ; : )
systemn, The IMC indicatad that the serious : . :
reportable incidents do not require the i
Administrator's signature,

2. On Mey 26, 2011, at 7:50 a.m., Client #1 f
- made an allegation of abyse. Accordingtothe

incident raport, the cllent was being assisted from |

her bed to participate in moming hygiene. The -

client swore at the staff and tried to punch the

staft in the face. The staff blocked the punch with -

her hand, making contact with the client's hand. ; '

The client then made an aflegation that the staff . ! i

hit her. . i ;

l - i

On August 11, 2011, at 10:00 a.m., review of the :

investigative report revealed that the investigation | : :

was compietad on June 21, 2011, (twenty six P H
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W 158 Continued From page 2 ‘' wss,
days after the incldent occured). ]
i
interview with the incident management : - _
coordinator (IMC) cn August 11, 2011, at 11:20 : : |
a.m,, revealed that Investigations for serious : i
reportable incidents (Incidents of allegations of - :
abuse) can be completed within twenty ona days. : ;
At the time of the survey, the facility falled to : |
provide avidence the administrator was notified of | |
the resulls of the investigative report, : |
W 150 483.430(a) QUALIFIED MENTAL ’ A i

RETARDATION PROFESSIONAL !

Each client's active treatment program must be
integrated, coordinated and monitored by a
gualified mental retardation professional.

This STANDARD is not met as evidenced by:

- Based on observetion, inferview, and record
review, the facility's Qualified Intellectual -
Disabilities Professional (QIDF) falled to ensure |
that the active treatment program was integrated, -- - :
coordinated, and monitorad, for two of two cllents | 1
included in the sample. (Clients #1 and #2) ' .

The findings include: | ; !

1. Crosa refer to W248, The facility’s QIDP 1. Client #2 will recelve continuous active i
_failed io ensure Client#2 received continuous treatment. The complete documentation will be

i
i
aclive traatment In accordance with the ! placed In the tralning boak, %
interdisciplinary team (IDT) recommendations. | ;-
. |

2. Gross refer to W212. The facilty's QIDP

failed to ensure that Client #1 who received z;;"l':g:m° assessment for Cllent #1 was
psychotropie medications had a psychiatric pieted. 872111
assessment. . I

]
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W 168 GContinued From page 3 W 150,
?a.“ Cdmt:s refer tothV\{255.h1;|hIB f;cl:%;lgmr 3, IPP for Client #1 has been reviewed and
ed to ensure that each clients’ ua revised. New goal has been implemanted,
program plans {IPP) were reviewed and revised g P : LALAL

ance Client #1 successfully complated an-
objective identified in the IPP.

W 212 483.440(cK3)() INDIVIDUAL PROGRAMPLAN | W 212! :
i ' |
The comprehensive functional assessment must | ~the fuura. the erim o '.
identiy the presanting problems and disabillties | ansurs annual peychiatic ssscsamentls |-
and where possibie, their causes, B complated on time. The psychiatric !
| assessment for Cliant #1 was complated. '

This STANDARD is not metas evidenced by:

Based an obsarvation, staff interview and record
review, tha facillty falled to ensure that each client
who recelved psychotropic medications had a
psychlatric assessment, for one of the two clients
in the sample. {Cliant#1)

The finding Includes:

Observation of the avaning medicatian
administration on August 11, 2011, at 8:01 a.m.,
revealed Client #1 received Fluoxetine HCL. and i .
Risperidone F/C. Interview with the licensed . ;
practical nurge (LPN), after the medication ;
administration, revealed that the medications

were prescribed for behavior management. :

Review of the client's physicians ordars (POS) |

dated August 2011, on August 11, 2011, at 11:50 :

a.m., revealed that the psychotmplc medication |

were incorporated in a Behavior Support Plan <
(BSP) dated March 20, 2011, fo address !
behaviors associated with physical and verbal :
aggression and non-compliance. i

Reviaw of Client #1's medical evaluation dated
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W 212 Continuad From page 4
July 7, 2008, on May 26, 2010, at 3:.00 p.m.,
revealed that the psychotropic medications were
-prescribed to address the client's bohaviors
associated with a diagnosis of schizophrenia.

Interview with the registered nurse (RN) on
August 11, 2011, at approximatsly 3:00 p.m.,
revealed that Client #1 is assessed by the
psychiatrist monthly. After the RN reviewed the
record, she confirmed that the cfient did not have
a paychiatric assessment.

W 240 483.440(d)(1) PROGRAM IMPLEMENTATION

-As soon as the Interdlscipﬂnary team has
formulated a clilent's individual program plan,
each cliant must receive a contimious active
treatment program conslsting of needed
interventions and sarvices in sufficient number
and frequency to support the achievement of the
objectivas identified in the individual pregram
plan.

This STANDARD is not met as evidenced by:

Based on observation, interviaw, and record
review, the facility staff failed to ensure a client's |
Behavior Support Plan (BSP) was implementad
consistently, for one of two clients included in the
sample. (Client#2)

The finding includes:

The facillty falled to ensure that Client #2's 4:1
staff remained in close proximity of the client as
stipuiated in his BSP, as evidenced balow:

On August 11, 2011, at 4:21 p.m., Client #2 was
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W 248 Continued From page 5
;:)bserv;t;i hsilswf'im at tge} dining tablgrh tracing th':g )
etters rat and last name. The even :
1:1 staff for Client #2 lef the dining table and was Clom proxitsy o Cilant #2- sl s emac
observed preparing dinner in the kitchen. There lat all e '
was a wall obsarved separating the kitchen and . jpraitmes. 5
the dining room area which made it difficult for | : !
the assigned 1:1 staff to visuslly see Client #2, |
The staff retumed approximately one (1) minute - : i
later. At4:24 p.m., Client#2 was left agein at the I
dining table writing and tracing his name while his , ;
1:1 stalf was went back to the kitchen to continue - ;
preparing dinner. The 1:1 staff retumed backto . : {
the dining table approximately 2 minutes latsr, { ‘ :

Interview with the 1.1 staff on August 12, 2011, at :
approximately 9:20 a.m., revealed that Client #2 !
received 1.1 staffing 24 hours a day to manage : i
his maladaptive behaviors and safety. (L.e. ’
Inappropriate touching of others and alopement)

Further interview with Cllent #2's 1.1 staff

acknowledged that she did not remaln In close - i
proximity of the cllent at all imes as observed on '
August 11, 2011,

All staff assigned to Client #2 have besn
scheduled for additional training on the BSP,

On August 12, 2011, beginning at 8:20 a.m,, :
review of Client #2's medical records revealed the |
cllent had diagnoses of pedophifia, depression |
with psychosis, and impulse control disorder. |

~ Review of Client #2's BSP dated July 8, 2011, on -
the same day at 1:08 p.m., confirmed the 1:1
siaffs interview of the aforementioned
maiadaptive behaviors. Further review of Client !
#2's BSP revesled that the 1.1 staff must remain !

. within arms raach at all times (i.e., home, : :
community, and day program). The BSP also :
added that Client #1's 1:1 staffing was In place for
safely precautions relative to sexually
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W 248 Continued From page 6 - W249,
. propositioninig othars. ;
W 255 W 255;

483.440(f)(1)({) PROGRAM MONITORING &
CHANGE

The individuat program plan must be reviewed at
least by the qualified mental retardation
professional and revised as necessary, including, :
but not fimited to situations in which the client has
successfully completed an objective or objectives |
identified in the individual program plan. ;

' i
This STANDARD Is not met as evidenced by: !
Based on observation, staff interview, and record !

" verffication, the facllity's qualified intellectua!

disabllities professional {QIDP) falled to ensure i
that each clients individua! program plan (IPP)
was reviewed and revised once the client had i
successfully complated an objective identified in i
the IPP, for one of the two clients in the sample,
(Client #1) |

The finding includes:

During dinner observations on August 11, 2011,

at 5:28 p.m., Cllent#1 was observed removing
her plate from the dining table and taking It to the i
kitchen sink, after verbal prompting from staff,. |
Interview with the client at 5:35 p.m., indicated [
that she assists with household chores. Minutes -
later, in a face to face interview with the direct
support staff, it was confirmed that the client will
participate in househald chores, when sheisina |
good mood. :

Raviaw of Client #1's IPP dated May 8, 2011, on |
August 12, 2011, at approximately 11:00 a.m., o
revealed a program objective which stated, "After |

i
l
i

The IPP for Client #1 is being raviewed and
revised, In the future, the QIDP will monitor the
progress and revise the IPP goal as needed.

.| 8f23r11

i

i
H

N

“ORM CMS-2587(02-98) Pravious Versions Obeslaln Event I0:UHHB11

Facilty D: 00G223

if continuation sheet Paga 7 of 15



888-555-5555 04:56:20 p.m, 09-07-2011 9/28

PRINTED: Q872072011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FO B NO. 0838-0381
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {%2) MULTSPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:; COMPLETED
A. BUILDING
096223 B WINS —— 08/12/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
6217 16TH STREET, NW .
COMMUNITY MULTI SERVICES, INC WASHINGTON, DC 20012
oo SUMMARY STATEMENT OF DEFICIENCIES Yo PROVIDER'S PLAN OF CORRECTION -
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL " PREFIX | (EACH CORRECTIVE AGTION SHOULD BE . COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) . TAG@ |  CROSS-REFERENCED TO THEAPPROPRIATE |  DATE
i ! DEFICIENCY) i
: 1
| f
W 255 Continued From page 7 bow 255 [progrem objactive for Clisnt #1 s to
dinner and dessert, [the client] will be encouraged | Jencourage him to foliow simple auditory :
to follow simple auditory commands such aa take ° |commands auch as taka your plate to the .
your plate to the kitchen on 3/5 trials.” Review of :Ikitchen on 3/5 trials will ba removed from the t
the data sheets from July 2010 through August IPP. A new goal/ objactive will be developed |
2011, revealed that the client met the established ||and implemented, QIDP will manitor objectives |
criteria, ; ' gress and will revise criteria [
W 326 482.480(a)(3)(lll) PHYSICIAN SERVICES | wagg [ronthly forprogress andwil reviee 1

The facllity must provide or obtain annual physical } ?
examinations of each client that at 2 minimum

includes routine screening laboratory

examinations as determined necessary by the

. physician. ' ' !

This STANDARD Is not met as evidenced by: - . '
Based on observation, interview, and record . i :
review, the facility’s nursing staff failed to provide | '
routing laboratory testing as determined !
. hecessary by the primary care physician (PCP),
for one of two clients included in the sample. |
(Client #2) '

The finding includes:

The facility's nursing service falled to ensure |
Client #2's routine laboratory studies {Depakote) : ) ;
were obtained as recommended by the primary o !
care physiclan, as evidenced below: : ' '

On August 11, 2011, at 7:36 a.m., observation of | .
the morning medication administration pass : ' ‘ I
revealed that Client #2 was administered | . :
Depakote 500 mg by mouth. , _ ; .

| .

Review of Client #2's medical records on August
12, 2011, beginning 8:20 p.m_, revealed a ;

- physician's order {PO's) dated August 2010. !

. . i :
FORM CMS-2567{02-99) Pravious Versions Obsolete Bvent ID: UHHATY Facitty ID: 096223 If continuation shest Page 8 of 15
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W 325 Continued From page 8 ;W28 o irsing staff will ensure the Gllent #2's |,
. According to the PO's, Client #2's depakote levels "[depakote levels are monitorad every three |-
were to be monitorad every three months, ,  Imonths with Iaboratory studles as prescribed | ;
Subsequent review of his medical records - ‘|by the primary care physiclan, /811

revealed there were no laboratory studies done 1 ;
six months prior to the March 15, 2011, for i ' i

depakata. : [The primary nwrse will review the
i ! |physicians's order and schedule required i
Intarview with the facility's registered nurse (RN) | laboratory test. The primary cara nurse wi
and further record review on August 12, 2011, at |  |receive additional tralning by the DON. ; [ert2n11”]

10:25 a.m., confirmed that laboratory studies for
depakote were not completed every thrae months : | . i
as prescribed. ' i :
W 331 4B83.460(c) NURSING SERVICES ' ;. W331! i

The faciiity must provide clients with nursing I | ‘ |
services in accordance with their needs.

This STANDARD s not met as evidenced by: i
Based on ohservation, Interview, and record . ' i
review, the facliity fafled to ensure nursing ' ,

services were provided in accordance with the :

needs for, three of of four cliants residinginthe .

facility. (Cilents #1, #2, and #3) ~ '

The findings include: i
1. Cross refer to W325. The facllity's nursing - 1. Cross referance W325 i Iw'

staff failed to ensure routine laboratory testing as |
determined necessary by the physician for Client ' .
. #2'

]
! : '

2. Gross refer to W389. The facllity nursing staff , i
falled to ensure biclogical inciuded appropriate E ) 2. Cross refersnce W339

accassory and instructions on pharmacy labels . ,

for Clients #1 and #3. - ' . X

W 371 4B3.460(k)(4) DRUG ADMINISTRATION P Want '
|

i 1
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W 371 Continued From page 9 COWaT,
The system for drug administration must assure i

that clients are taught to administer their own :
medications if the interdisciplinary team |
determines that self-administration of medications . i |

Is an appropriate objective, and if the physician !
does not specify otherwise. :

This STANDARD is not met as evidenced by: ;
Basad an observations, Interviews and the : , : i
review of records, the facility falled to implement ! X
an effective system to ensure that each cllent . :
participated in a self-medication training program i .
as recommendsd by the interdisciplinary team, .
for one of the twe clients In the sample {Client !
“#1) i ’ ;

The finding Includes: . "The nursing staff will be trained on how {0

: ancourage the individuals to participats in the

Observation of the medication administration on
August 11, 2011, at 8:01 a.m., revealed the . Madication Administration Program. ,

licensed practical nurse (LPN) punched Cllent | : |
#1's medications into a medication cup. The - :
client was then observed swallowing the - ' '
medications and drinking the glass of water. The | i ‘ 5
LPN went to the kitchen sink, washed his hands .

and documented the administration in the cllent’s |, | i
medication administration record (MAR), Atno | I
time did the LPN encourage the client to ' ‘

participate in the medication administration , i i
process, } i |

After the medication administration pass was ' ) ' :
completed, review of Client #1's MARs revealed a | ' !
data collection sheet that was labeled "August | '

2011." The data sheet reflected a training

program tp Include the following steps:; i

; l
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W 371 Continued From page 10 W 371 [saifMedication Administration Training Is
- Wash her hands; {provided in the avaning by the pm nurse. All

L cllents will be givan the opportunity to
- Obtain and pour water; . |participats In self-medication administration

' training. Tha nursing staff wili document ‘ -
- Identify her [the client] on blister pack or bottle; | progress on a daly basis.

- Identify Tegratol medication; ! E

- State purpose of Tegreto!; and ; ! [
- Punch out medications from blister pack. : | :

I .
‘Record review on August 12, 2011, at 10:00a.m., ' i
revealed a self medication assessment dated | | i
June 23, 2011. According io the assessment, : i |
Clisnt #1 was recommended for a seif medication ' | :
program. Minutes later, meview of Client#1's : i . !
individual program plan (IPP) dated May 6, 2011 | ' |
reveeled a program objective which stated, "[the : . .
ciient] will participate in self medication pragram :
with 100% independence. ' . ‘ : ;

There was no evidence that the facliity !

Implamented Client #1's self-medication training | '

. program as recommended by the 1DT. . .

W 381 483.460(1)(1) DRUG STORAGE AND . WaBl
RECORDKEEPING ! ! : ,

The facility must store drugs under proper | i | i
conditions of security. : |

This STANDARD Is not met as evidenced by: : )

Based on cbservation, staff interview and record ; ' 1
verification, the faciiity falled to implementand | ' , |
ensure that controlled substances ware stored i _ .
under double locks, for one of the four clients i |
residing In the facility. (Client #4) o
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W 381 Continued From page 11

The finding includes;

On August 11, 2011, at 7:35 a.m., the licensed
practical nurse (LPN) was observed unlocking a
file cabinet that contained the clients medications.
At 7:54 a.m., he was cbserved retrieving a box
from the cabinet containing the Clonazepam,

‘The box did not have a lock on It Seccnds later,
he was observed administering the Clonazepam
to Cllent #4.

Intervisw with the LPN, after the medication
administration on August 11, 2011, at
approximaterly 8:05 a,m., revealed that the
nurse's were having difficulty with the lock on the
medication box and therefore removed the lock.

On August 12, 2011, at 2:36 p.m., the
Clonazepam was in a box Inside the medication
cabinet under one lock. At 2:36 p.m., the
registered nurse (RN) confinned that the
medication was atored using one lock. The RN
indicated that the agency's policy revealed that
controlied substancas {Clonazepam) should be
stored ulilizing double Jocks.

Review of the agency policy on August 12, 2011,
at 2:45 p.m., confirmed the RN's statement,

W 385 483.460(m)(1)(i) DRUG LABELING

Labeling for drugs and blologicals must include
the appropriate accassory and cautionary
instructions, as well as the expiration date, if
applicable.

This STANDARD is not met as evidenced by:

W 381 The facility will purchase a box with a lock for

ail contrel substancas. All cantrol medications
will be placed under double locks.

W ags
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Based on observation, staff interview and record |
review, the facllity falled to ensure all drugs and -
biclogicals included appropriate accessory and
instructions on pharmacy labels, for two of the
;%t;r clients residing In the facility. {Clients #1 and

1

The ﬂndlngs include: \
1. Dursing the medication administration !
obsarvation on August 11, 2011, at 8:01 a.m., the ;
licensed practical nurse (LPN) administered one 1
drop of Dorzolamide Hydrochloride eye drops to
Client #1's eyes. Review of the medication bottle
revealed the client's name and the name of the |
medication was printed on the bottla. However,
the bottia did not indicate any instructions for
administration (number of drops or how often the :
medication shouid be administered).

Afler tha medication administration, an inquiry

was made to the LPN to ascertain information
regarding instructions on Client #1's medication |
{Dorzolamide) pharmacy label, The LPN :
revealed that there was no instructions on the eye
drop bottie. She further indicated that the |
instructions were on Client #1's medication
administration record.

2. Simbarity, Client #3 did not have instructions
on his pharmacy labsl as evidenced below:

During the medicaticn administration cbservation
on August 11, 2011, at 7:47 a.m., it was revealed |
that the LPN administered Dorzolamide '
Hydrochioride eye drops to Client #3's eyes. ‘
Review of the medication baottle revealed the ;
client's name and name of the medication was |

(X4} 10 SUMMARY STATEMENT OF DEFICIENCIES .| PROVIDER'S PLAN OF CORRECTION o
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL i PREFIX {EACH CORRECTIVE ACTION S8HOULD BE COMPLETION
TAG REGULATORY OR L3C IDENTIFYING INFORMATION) TAG .  CROSS-REFERENGCED TOTHEAPPROPRIATE |  OATE
. : DEFICIENCY) i
W 388 Continuad From page 12 W 3898,

| In the futura, the primary nurse will check all

medications for appropriata madication
linstruction labels. Any medication with no
|eppropriate label will be removed from the
‘|medication box. This will be done on & weekly
‘|basis.

|9!15:'11 I
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W 388

W 3o

. Instructions were on the client's medication

Continued From page 13 :
printed on the botte. However, the boltie did not
indicate any instructions for administration
(number of drops or how often the medication
should be administered).

After the medication administration, an inquiry
was made fo the LPN to ascertain information
regarding instructions on Client #3's medication .
{Dorzolamide) pharmacy label. The LPN !
revealed that there was no instructions on the eye |
drap botile. She further indicated that the

administration record, )
483.480(m)(2)(ll) DRUG LABELING

The facility must remove from use drug
containers with womn, iliegible, ar missing (abels.

This STANDARD is not met as evidenced by:
Based on cbservation and staff interview, the
facility falled to remove medications from its use

that had a wom label, for one of the two clients In |

the sample. (Cllent #1)
The finding includes: |

On August 12, 2011, at 2:05 p.m., during the _
environmental inspection, a bottle of Beta-Val |
Lotion was observed in Client #2's personal )
hygiene kit. Further observation revealad that the
bottle had a wom pharmacy label. Accordingto |
the label, the only ocbserved information was the |
Client #2's name,

During the environmental Inspection, the Incident i

management coordinator confirmed that the

bottle of Beta-Val Lotion had a worn label. i
|

W 381 Cross referance Was0 i [aren |
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W 441 483.470()1) EVACUATION DRILLS W a4t : |QIDP wiil ensure thet all exits under which the |
The facllity must hold evacuation drills unde . ' [fire drllls are to be conducted are utllized i
varied coﬂnydim:ns.m acuaton drl d o - IIncluding use of the basemant door, Fire drills /8111
t jwill be reviewed quartarly. |

1

This STANDARD s not met as evidenced by: ' . :

Based on the interview and review of tha fire dril! . i :

records, the facility failed to conduct fire drills = | ]

under varied conditions, for four of four cliants !

residing in the facility. {Clients #1, #2, #3, and #4) | i
! 1

The finding includes:

Interview with the House Manager (HM) on | i
August 11, 2011, at 11:41 a.m., revealed that the ) . '
N facllity had at least five methods of egress (front | :
door, back door, side door, side doar on 3rd floor, |
and the basement door), Review of the facility's !
fire drill records on August 11, 2011, beginning at t i
11:43 a.m., revesled that most of the fira drills : i
were conducted utilizing the front door, back i .
door, and side door exits. Further reviewof the
fire drill records revealed that the basement door | ! :
exit was not used from September 2010 to ' ' i
present. At12:15 p.m,, the HM confirned that ) ‘
the basement door exit was not utllized during the . : |
past year. There was no evidence on file atthe | . i
ﬁmed of survay to substantiate that all exits were | _ i
used. : i

!

; ¢ i
]
| I

FORM CMS-2507(02-09) Previous Versions Cbsoleta Event ID: UHHB11 Facility 1D: 06G223 I continuation sheet Page 15 of 15




888-555-5555

Health Regulation & Licensing Administration

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

04:58:26 p.m, 09-07-2011 17128

PRINTED: 08/28/2011
FORM APPROVED

{X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

08G223

(X2} MULTIFLE CONSTRUCTION

A, BUILDING
B. WING

{#%3) DATE SURVEY
COMFLETED

08/12/2011

NAME OF PROVIDER OR SUPPLIER
COMMUNITY MULT) SERVICES, INC

STREET ADDRESS, CITY, BTATE, ZIP CODE

8217 16TH STREET, NW
WASHINGTON, DC 20012

{%4} ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES ;
(EACH DEFICIENCY MUST BE PRECEDED BY FULL :
REGULATORY OR LSC IDENTIFYING INFORMATION) '
i

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION BHOULD BE
CROBS-REFERENGED TO THE APPROPRIATE
DEFICIENCY)

A5}
. GOMPLETE
. CATE

1 000

1180

INITIAL COMMENTS : { 000
A licensure survey was conducted from August |

11, 2071 through August 12, 2011, A sampls of

threa residents was selected from a population of .

one female and three male residants with various .
inteflectual and developmenta!l disabilities. .

The findings of the survey were based on
observations, interviews with residents and staff,
one day program, as well as a review of rasident
and administrative racords. including incldent
repors,

3508.1 ADMINISTRATIVE SUPPORT i 1180

Each GHMRP shall provide adequate -
administrative support to efficlently meet the /
needs of the residents as required by their
Habllitation plans.

This Statute is not met as evidenced by: :
Based on observation, interview and racord '
review, the Group Home for Persons with 1
intellectual Disabllities (GHPID) failed to ensure
adequaie administrative support had been
provided to effectively mieet the needs, for two of .
two residents included in the sample. (Residents
#1 and #2) -

The findings include:

1. Cross refer W193, The GHPID's QIDP falled
to ensure 1:1 ataff demonstrated competency in
implementing Resident #2'3 behavior support
plan. i

2. Cross refer to W249. The GHPID's QIDP
failed to ensure Resident #2 received continuous i
active treatment in accordance with the
interdisciplinary team (IDT) recommendations.

‘ Cross referance W249

| /23111 |

jegulaﬁan ) ermlu;.(\n ?/ E 5 i
mwon CTORS O PR REPRESENTATIVE'S %

7/771

STATE ORM

UHHB11
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1203 3508.3 PERSONNEL POLICIES ‘1208 The contents of the Job descriptions for
‘ amployaas #1, #4, #5, #8, #8, #9,#10, #11,

Each supervisor shall discuss the contents of job #13, #14 and #15 will be reviewad and

descriptions with each employee at the baginning discussed with each employes respactively as |’

employment and al least annually thereafter. ; required by section; 3508.3 Personnel -

' Policlas,
This Statute is not met as evidenced by: !

Based on record review and interview, the group .
nhome for persons with Intellactual disabilities
{GHPID) falled to ensure eleven out of sixteen
employaes were provided the opportunity to i
annually review their written job dascriptions as
required by this section. (Employees #1, #4, #5, |
#E, #8, #9, #10, #11, #13, #14, and #15) !

‘The finding includes:

On August 12, 2011, beginning at 11:538 p.m,,
interview with the house manager (HM) and

review of the personnel files revealed the - i
GHPID's failed to provide evidence that the ;
facility had discussed the contents of job
descriptions, for eleven out of sixteen employees. ! .
{Employeas #1, #4, #5, #6, ¥8, #9, #10, #11,#13,
#14, and #15)

1208 3508.6 PERSONNEL POLICIES , 1208 i

Each employes, prior to employment and .
annually thereafter, shall provide a physiclan's |
certification that a heaith inventory has been l
performad and that the employee ' s heaith status
would allow him or her to perform the required
diwries.

This Statute 1s not met as svidenced by:
Based on interview and record raview, the Group

Health Regulation & Licensing Administration )
STATE FORM o UHHB11 If continuation sheat 2 of 12
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{208 Continued From page 2 1208 Nurse #1's heatth cerlificate will be placed on | T
Home for Persons with intellectual Disabllites . fite.
(GHPID) falled to ensure that one of the sight ‘
nurses (Nurss #1) and ons of the nine
consultants (Pharmmacist) had current health
cerlificates.
The finding Includes: . The pharmeciats current health certificate will
On Auaust 12' 201 1‘ inning at 11:00 a:m" : be Ptamd on fils, In the futul'ﬁ, the QLDP will
revlewgof the pemonnzle?emr?s revealed the i chack peraonnel records on a monthly basls, | aM15/11 |

GHPID failed to have evidence of current health
certificates for one of the eight nurses and one of |
the nine consultants, The staff confirmed that -
one nurse and the pharmacist were without
curent hsalth certificates in thelr personne! files.

!
1227 3510.5(d) STAFF TRAINING : | 1227

Each training program shall include, but not be i
limited ta, the following: !

(d) Emergency procedures including first aid, CPR for employee #5 will be placed In their
cardiopuimenary resuscitation (OPR), the personnel record, QIOP will monitor files )

Heimlich. manauver, disaster plans and fire . quarterly for currant CPR certlfication. : | 82111 |
evacuation plans; ' .

This Statute is not met as evidenced by: X
Based on interview and record review, the group |
home for persons with intellectual disabilities
{GHPID) failed to have on file for review, current .
training in cardiopulmonary resuscitatien (CPR), '
for one of sixteen employaes, (Employee #5)

The finding includes:

The GHPID falled to ensure a current CPR
certification was on file for Employea #5, This
was confirmed by the house manager (HM) at
approximately 1:00 p.m., who looked through
Heaith Regulation & Uicensing Adminisiraton
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1227 Continued From page 3 1227

Employee #5's personal files. !

© 1389 3520,2(j) PROFESSION SERVICES: GENERAL | 1388

PROVISIONS

Each GHMRP shall heve available qualified
professional staff o camry out and monitor
necessary professional interventions, in
accardance with the goals and objectives of every:
individua habilitation plan, as determined to be
necessary by the Interdisciplinary team. The
professional services may include, but not be
limited to, those services provided by individuals
trained, qualified, and #icensed as required by
District of Columbia law In the following
disciplines or areas of services:

(i) Speach and language therapy, and...

P

Thils Statute is not met as evidenced by:

Based on imerview and record review, the GHP!D
falled to ensure that a copy of professional
credentials was maintained for each individual
providing profeseionat sarvices at tha GHPID, as :
required by District of Columbla law, In the
following disciplines or area: '

{I) Speech and Language Therapy.
The finding Is:

Review of the personnel records on August 12,
2011, beginning at 11:00 a.m., revealed thata .
current professional liconse was not available for -
the Speech Language Therapist. At !
approximately 12:30 p.m., the GHPID's qualified
Intellectual disabllities professional confirmed that .
the license/professicnal credentialing for the '
Speech Language Therapist was not available for=
review. ,

_ [from the Speech Pathologist.

A currant professional licanse will be obtalned

Fealth Reguiation & Ucensing Administraton
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On August 15, 2011, at 11:00 a.m., a search of
professional licensing records online revealed no
evidence that the consulting Speech Language
Therapist was licensed to practice in the District
of Columbia, in accordance with:

Title 3, Chapter 12 of the District of Columbia
Official Code ,
SUBCHAPTER V. LICENSING,
REGISTRATION, OR CERTIFICATION OF
HEALTH PROFESSIONALS :

§ 3-1205.01. License, registration, or certification’
required,

{a) A license lssued pursuant to this chapter is
raquired to practice medicine, acupunciurs,
chiropractic, registered nursing, practical nursing,
dentistry, dental hygiene, distetics, marriage and
family therapy, massage therapy, naturopathic

detalling, pharmacy, physical therapy, podiatry,

audiology, speech-language patholagy,
respiratory care, advanced practice addiction
counseling, or to practice as an anesthesiclogist
assistant, physician assistant, physical therapy
assistant, polysomnographic technologist,
occupational therapy assistant, or surgical
assistant in the District, except as otherwise
provided in this chapter,

No additional information was presented before
the survey ended 24 hours later.

1401 3520.3 PROFESSION SERVICES: GENERAL

PROVISIONS

Professional services shall include both dingnosis
and evaluation, including identification of
developrenta! levels and needs, treatment

medicine, nutrition, nursing home administration, :
occupational therapy, optometry, pharmaceutical |

- e mamais L

Haemm o e i b ¢ e

psychology, soclal work, professional counsaling, -

H
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sefvices, and services designed to prevent
deterioration or further loss of function by the i
resident, {

This Statute is not met as evidenced by: ;
Based on observetion, interview and record :
review, the Group Home for Persons with \
intellectual Disabilittes (GHPID) failed to ensura ' ;

. professional services that included both dlagnos!s
and evaluation, including identification of
developmental levels and-needs, treatment
services, and services designed to prevent
deterioration or further loss of function by the
resident for two of two residents included in the
sample. (Residents #1 and #2)

The findings inciude: e

|Cross reference W325 [t |

1. The GHPID's nursing service failed to ensure
Resident #2's routine laboratory studies
(Depakote) were cbtzined as recommended by
the primary cara physician, as avidenced below:

On August 11, 2011, at 7:35 a.m., observation of
the moming medication administration pass [
ravealed that Resident #2 was administered
Depakote 500 mg by mouth.

Review of Resident #2's medical records an
August 12, 2011, beginning 9:20 p.m., revealed a |
physiclan's ondar (PO's) dated August 2010.
According to the PO's, Resldent #2's depakote
levels ware to be monitored every three months.

. Subsequent review of his medical records
revealed there were no laboratory studies done
six months prior to the March 15, 2011, for
depakots,

[P P A

Interview with the GHPID's registered nurse (RN)
. and furtiver record review on August 12, 2011, at |

Heallh Regulation & Licansing Administaton ,
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1401 Continued From page 6 i

10:25 a.m., confirmed that laboratory studies for ;
depakote were not completad every three months |
as prescribed. '
2. The facility failed to ensure that each residents
who received psychotropic medications had a
psychiatric assessment, for Resident #1

Observation of the evening medication .
administration on August 11, 2011, at 8:01 am., |
revealed Resident #1 received Fluoxatine HCL |
and Risperidena F/C. Interview with the licensed ;
practical nurse {LPN), after the medication - |
administration, revealsd that the medications :
ware prescribed for behavier management. i
Review of the resident's physiclans orders (POS) ’
dated August 2011, on August 11, 2011, at 11:50 ;
a.m., revesled that the psychotroplc medications *
were Incorporated in a Behavior Support Plan
(BSP) dated March 20, 2011, {o eddress
behavicrs associated with physical and verbal
aggression and non-compliance.

Review of Resident #1's medical evaluation dated
July 7, 2009, on May 26, 2011, at 3:00 p.m.,
revealed that the psychotropic medications were
prescribad to address the resident's behaviors
associated with a diagnosis aof schizophrenia,

Interview with the registered nurse (RN) on -
August 11, 2010, at approximately 3:00 p.m.,
revealed that Resident #1 is assessed by the
psychiatrist monthly, After the RN reviewed the
record, she confirmed that the resident did not
have a psychiatric assessment

1422 3521.3 HABILITATION AND TRAINING

Each GHMRP shall provide habilitation, training |
and assistance to residents in accordance with !

1401

| 1422

IICmss referance W212

Crass neferenca W212
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1:1 staff remained in close proximity of the
resident as stipulated in his BSP, as evidenced
below;

The GHPID failed o ensure that Resident #2's |

©On August 11, 2011, at 4:21 p.m., Resident #2
was observed sitting at the dining table tracing -
the lettera of his first and last name. The '
evening 1:1 staff for Resident #2 left the dining
table and was observed preparing dinnerinthe .
kitchen. The staff retumned approximately one (1) !
minute later. At4:24 p.m., Resident#2was leR |
again at the dining table writing and tracing his
name while his 1:1 staff was wentbacktothe |
kitchen to continue preparing dinner. The 1:1 }
staff retumed back ta the dining table ;
approximalely 2 minutes fater.

Interview with the 1:1 staff on August 12, 2011, at -
approximately 9:20 a.m., revealed that Resident '
#2 recelved 1:1 staffing 24 hours a day to

manage his maladaptive hehaviors and safety.

{i.e. inappropriate touching of others and
elopement}. Further interview with Resldent #2'8 ;
1:1 staff acknowliedged that she did not remain in ;
close proximity of the client at all times as
observed on August 11, 2011.
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the resident* s Individual Habilitation Plan. i
This Statute is not met as evidenced by: .
Based on observation, interview and record ! !
review, the group home far persans with
intellectual disabilities (GHPID) failed to ensure
that residents' training objectives were
implemented in accordance with thelr Individual .
Support Plan (ISP), for one of two residents !
included in the sample. (Resident #2) !
The finding includes: ' Gross referance W248
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On August 12, 2011, beglinning ai 9:20 a.m.,
revisw of Resldent #2's medical records revealed
the resident had diagnases of pedophitia,
depression with psychosis, and Impuise control
disorder.

Review of Resident #2's BSP dated July 6, 2011, ! : . !
on the same day at 1:08 p.m,, confirmedthe 1:1 i :
staffs interview of the aforementioned :

maladaptive behaviors. Further review of !

Resident #2's BSP revealed that the 1:1 staff :

must remaln within arms reach at all imes (l.e., . f |
home, community, and day program). The BSP ) .

also added that Resident #1's 1.1 staffing was in |

place for safety precautions relative to sexually |

propositioning others, oo

1424 3521.5(a) HABILITATION AND TRAINING 424

‘Each GHMRP shall make madifications to the
resident ' s program at least every six (6) months !
or when the client : ‘

{a) Has successfully completed an objective or ; !
objectives (dentified in the individual Habilitation i
Plan; i

' Icruss referance W158 [or12111]

This Statute is not met as evidenced by;

Based on staff interview and record review, the
Quaifified Mental Retardation Professional ,
{QMRP) failed to review and revise the Individual !
Program Plan ({IPP) onca the resldents had :
successfully completed an objective identified In
the IPP, for one of the two residents in the ;
sample. (Resident#2) :

m o s d——

The finding iIncludes:

During dinner ocbservations on August 11, 2011,
Heallh Regulaion & Licensing Administration
STATE FORM L UHHB11 If continuation shaet 9 of 12
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at 5:28 p.m., Resldent #1 was observed remcving
her plate from the dining table and taking It to the
kitchen aink, after verbal prompting from staff.
Interview with the resident at 5:35 p.m,, indicated
that she assists with household chores. Minutes
later, in a face to face interview with the direct
support staff confirmed that the residant will 1
paricipate In household chores, when she isin e
"good mpod.”

}
|
Review of Resident#1's IPP dated May 8, 2011, i

L e — - — o e %

on August 12, 2011, at approximately 11:00 a.m.,
" revesled a program chjectiva which stated, "After
dinner and dessert, Jthe rasident] will be.
encouraged to follow simpte auditory commands
such as take your plate {o the Kitchen on 3/5 ,
trials." Review of the data sheets from July 2010 !
through August 2011, revealed that the resident
met the established criteria.

1436 3521.7(f) HABILITATION AND TRAINING !

The habilitation and training of residents by the
GHMRP shall include, when appropriate, but not
ba limited to, the following areas:

. () Health care {Including skills related to nutrition,
use and self-administration of medication, firat
aid, care and use of prasthetic and orthotic
devices, pravantive health care, and safety);

This Statute is not et a5 evidenced by:

Based on observations, interviews and the review
of records, the Group Home for Mentally
Relarded Persans (GHMRP) falled to implement
an effective system to ensure that each resident
participated in a self-medication training program,
for one of the two residents in the sample.
{Residant #1)

1424 Cross reference W2E5
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- Wash her hands;

bottle; '

The finding includes:

Qbservation of the medication administration on
August 11, 2011, at 8:01 a.m,, revealed the ]
licensed practical nurse (LPN) punched Resident ;
#1's medications into 8 medication cup. The ’
resident was then obsarved swallowing the
medications and drinking the glass of water, The :
LPN went to the kiichen sink, washed his hands
and documented the administration In the
resident'’s medication administration record
{MAR). Atno time did the LPN encourage the
resident to pariicipate in the medication
administration process.

After the medication administration pass was
completed, review of Resident #1's MARs :
revealed a data collection sheet that was labeled -
"Augusi 2011." The data sheet refiecteda -
training program to Include the following steps:

« Obtain and pour water;
- identify her [the resident] on blister pack or

- Identify Tegr_etal madication;
- State purpose of Tagretol; and
- Punch out medications from bfister pack.

Record review on August 12, 2011, at 10:00 a.m., .
revealed a self medication assessment dated
June 23, 2011, According to the assessment, |
Resident #1 was recommended for a seif '
medication program. Minutes later, review of !
Resident #1's individual program plan (IPP) dated :

t
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May 6, 2011 revealed a program objective which |
stated, "[the resident] will participate in self '
medication program with 100% independence,

There was no evidence that the facility

implemented Resident #1's self-medication X
training progrem as recommendad by the IDT.

1484 3522,11 MEDICATIONS

Each GHMRP shall promptiy destroy prescribed
medication that is discontinued by the physiclan
or has reached the expiration date, or has a
wom, illegible, or missing label.

This Statute is not mst as evidanced by. !
Based on observatian, staff interview and record |
review, the Group Home for Persons with :
Intellectually Disabillities (GHPID) nurse falledto '
remove medications with wom labels from use,
for one of the two resldents in the sample.
{Roesident #1)

The findings Include:

On August 12, 2011, at 2:05 p.m., during the
environmental inspaction, a botlle of Bela-Val
Lotion was observed in Resident #2's personal
hygiene kit Further observation revealed that the
boltle had a worn pharmacy label, According to
the label, the only observed Information was the
Resident #2's name.

During the environmental inspection, the incident
management coordinator confirmed that the
bottle of Beta-Val Lotion had a womn label.

1 436

Cross referance W3885
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